There have been few previous studies investigating the interaction between physical and psychiatric illness in patients with inflammatory bowel disease (IBD). A recent mortality survey of Crohn's disease' found an excess of suicides in women and a review of our own case records revealed that nearly 25% of 779 patients had been treated at some time for a depressive illness.
Ulcerative colitis and Crohn's disease are chronic, potentially disabling conditions with symptoms of pain, diarrhoea and weight loss, often requiring surgical treatment, sometimes with stoma formation. The illness may disrupt work, family and social life and it is perhaps surprising that two recent studies from the USA3 failed to find an association for either Crohn's disease or ulcerative colitis between the presence of psychiatric illness and the degree of attendant physical morbidity. A growing awareness of the importance of psychological factors in the management of chronic illness stimulated the present study.
We have assessed the prevalence of anxiety and depression in IBD and have also tested a simple self-rating questionnaire, the Hospital Anxiety and Depression Scale (HAD)4 as a screening method for detecting psychiatric illness.
Methods

PATIENTS
One hundred and sixty two consecutive patients (91 Crohn's disease, 71 ulcerative colitis) attending an IBD clinic were interviewed. An index of physical morbidity was obtained using a clinical rating scale administered by one of us (HA) ( Table 1) , and all patients completed the Hospital Anxiety and Depression (HAD) scale which is an easily administered self-rating questionnaire. It consists of 14 questions (seven relating to depression and seven to anxiety) which assess the symptoms of anxiety and depression in the previous week. The responses to the questions are not affected by the presence of physical illness. Patients scoring more than 8 (maximum 21) on either part of the test can be regarded as suffering from anxiety or a depressive disorder (Table 2) .
A sample of 80 patients taken at random from this group were interviewed by a liaison psychiatrist (PJB) who was blind to the results of the HAD and Psychiatric illness in patients wit/h iniflamminsatory bowvel disease Relationship between physical morbidity and psychiatric illness The prevalence of psychiatric disorder according to DSM III criteria (Table 4 ) was 33%. The prevalence of psychiatric disorder was independent of the age and sex of a patient and also of the presence or absence of a stoma. (Tables 5 and 6 ).
There is a statistically significant association between the presence of psychiatric illness and physical ill health. Sixty six per cent of the physically ill patients had a psychiatric illness on the HAD criteria compared with 37% in the physically well group. The overall prevalence of psychiatric disorder is much lower using the more stringent DSM-III criteria. The association is still present, however, with a prevalence in ill patients of 50% compared with 8% in the healthy. 
Relationship between physical morbidity and psychiatric illness
The prevalence of psychiatric disorder according to DSM-III criteria (Table 4) was 34%. The prevalence of psychiatric disorder was independent of the age and sex of the patient and also of the presence or absence of a stoma.
A total of 136 HAD tests were available for analysis. The patients were divided into four groups depending on the presence or absence of current physical and psychiatric illness. The findings are presented separately for the HAD and DSM-III (Tables 5 and 6 ). Phobic disorders have also been excluded from this analysis. In the group with ulcerative colitis unlike the findings in the Crohn's disease, there was no statistically significant association between physical and psychiatric morbidity.
SENSITIVITY AND SPECIFICITY OF THE HAD AS A SCREENING TEST FOR PSYCHIATRIC DISORDERS
The value of the HAD as a screening tool for psychiatric illness was also examined. The DSM-III diagnosis was used as the standard against which the performance of the HAD was evaluated.
The sensitivity has been expressed as a ratio of the cases identified by HAD and all the cases of psychiatric illness diagnosed on DSM-III. The specificity is the ratio of true negatives identified by HAD to all the true negatives on DSM-III.
Using a cutoff score of 8+ for either anxiety or depression, the sensitivity of the HAD was 76% (16/21) and the specificity 79% (47/59).
Discussion
A review of the psychological and social outcomes of Crohn's disease7 has highlighted the lack of methodo-logically sound data. Three studies'-"' which fulfil many of the necessary criteria such as the use of a standardised psychiatric interview and randomly selected patients, found a prevalence of psychiatric disorders of between 30-35%. A recent careful assessment of physical and psychiatric morbidity among 50 consecutive referrals to a gastroenterology clinic has been carried out and compared with a control group of 50 chronically ill medical outpatients.' The prevalence of psychiatric disorder was higher in the Crohn's disease group compared with the control group (52% v 30%/) thus confirming Crohn's original finding." There was however, no association between the degree of physical morbidity and the presence of psychiatric disorders.
The same workers,' discounting several previous studies where diagnostic methods were imprecise and sample sizes small'-'6 adopted a similar research strategy in seeking an association between physical morbidity and psychiatric illness in ulcerative colitis. The prevalence of psychiatric illness was similar in the ulcerative colitis group compared with the controls (26% v 30%) and once again no association was shown between psychiatric illness and physical morbidity.
In the present study for patients with ulcerative colitis there was no significant association between physical morbidity and psychiatric illness, confirming Heltzer's previous finding.2 For Crohn's disease, in contrast with Heltzer's finding there was a clear association between the presence of psychiatric illness and the degree of physical morbidity using both HAD and more stringent DSM-ILI criteria. It may be that the different methods for assessment of physical morbidity and psychiatric disorders influenced the results. The method adopted in this study sought an association at one 'point in time' whereas Heltzer evaluated psychiatric illness and physical morbidity over time. The methods used in the present study are probably more effective in diseases where spontaneous relapses and remission are common.
The usefulness of the HAD as both a rating and screening tool has been established in recent studies. The HAD compares favourably with the General Health Questionnaire GHQ as a screening tool for psychiatric disorders.'7 As a rating scale it has been compared favourably against the Montgomery Asberg Depression Rating Scale, Beck Depression Inventory, and the Clinical Anxiety Scale." " In the present study the HAD performed well when compared with DSM-III diagnosis as a screening method of identifying anxiety or depression in the inflammatory bowel disease clinic and the sensitivity and specificity were similar to previous findings. 
